Suicide is a major health problem everywhere in the world, and its prevention currently receives increasing attention. After the short summary of suicide risk factors, the authors review the clinically most useful (psychiatric-medical) suicide risk factors that can help healthcare workers in the identification and management of groups at higher risk of suicide. However, because not only healthcare workers are responsible for suicide prevention, the role of community leaders as well as the importance of the media are also briefly discussed. Curr Opin Psychiatry 15:83±87. #
Introduction
Suicide behaviour and, particularly, committed suicide are among the most tragic events in human life, causing a serious problem among relatives and friends as well as imposing a great economic burden on the whole of society. Approximately one million deaths from suicide are recorded every year, and worldwide the number of suicide attempts is estimated to be 10±15 million per annum [1 . . ] . The reasons for the great differences between national suicide rates are not known; some possible causes are listed in Table 1 . In the majority of countries suicide rates are highest in old persons and in rural areas, and with the exception of China and India, 65±80% of suicide victims are men [1 . .
,2]. Although suicide rates in several European countries have decreased substantially in the past 10±15 years [3 . . ,4,5], a marked increase in suicide mortality among young people (primarily among young men) in several Western countries has also recently been reported [6 . ,7 . ,8
As suicide is a major cause of years of life lost, its prevention is receiving more and more attention. The UK government's health strategy targeted a reduction of 15% in overall suicide rates, and a reduction of 33% among psychiatric patients by the year 2000 [9] . Indeed, the decrease of overall suicide rates of several European countries, including Denmark, Sweden, Finland, Norway, Hungary and the UK, between 1990 and 1997 is consistent with this target [3 . . ,4,5].
Suicide risk factors
As suicide is a relatively rare event in the community, its precise prediction in individual cases is very dif®cult. Suicide, however, which is a very complex human behaviour with many causes and several biological and psychosocial components, is also associated with a number of risk factors of varying prognostic utility [8 . . ,10,11,12 . . ,13,14,15 . ,16,17 . ,18,19 . ]. Taking into account the competence, the ®eld of responsibility, as well as the changeable/unchangeable nature of these suicide risk factors, they can be classi®ed hierarchically (Table 2) [10]. Although the statistical relationship between the different tertiary (male sex, old age, etc.) and secondary (unemployment, living alone, etc.) ], their predictive utility is very limited in individual cases. Primary suicide risk factors (particularly depression with suicide attempt) are the most powerful and clinically useful predictors of suicide, especially if secondary and tertiary risk factors are also present.
Psychological autopsy studies from many countries consistently show that more than 90% of suicide victims have one or more axis I major psychiatric disorders at the time of their deaths, and the most common diagnosis is major depressive episode (59±87%, bipolar and unipolar combined), whereas the rates of schizophrenia and substance use disorders are approximately 10%. Anxiety or personality disorders or serious medical illness itself as the principal (or only) diagnosis in suicide victims are quite rare, but they are commonly present as co-morbid diagnoses [1 . .
,8
. . ,10,12
. . ].
In contrast to numerous suicide risk factors, only few circumstances are known to have a protective effect against suicide. Good family and social support, pregnancy, the post-partum period, having a great number of children, and holding strong religious beliefs seem to provide some sort of protection [1 . . ,8 . . ,10].
Although the vast majority of suicide victims have diagnosable and treatable mental disorders at the time of their deaths, on the other hand, the majority of psychiatric patients do not take their own lives. It means that major psychiatric illness itself is a necessary, but not suf®cient condition to explain the suicidal process. Therefore, Mann et al. [20] proposed the stress±diathesis model of suicidal behaviour in psychiatric patients, in which the risk of suicidal acts is determined not only by the stressor (psychiatric illness), but also by a diathesis (impulsive, aggressive, pessimistic, intrapunitive personality traits).
Suicide risk and healthcare
The most important studies published recently focused mainly on the psychiatric-medical aspects of suicide, and demonstrated that the effectiveness of healthcare regarding suicide prevention is far from ideal. The ®ndings consistently showed that:
In spite of the fact that the life-time prevalence of (unipolar and bipolar) major depression, the main cause of suicide in the population is close to 20% munity psychosocial treatment care for suicide attempters show little effect on repetition [34, 35] , probably because they are less disease speci®c. However, a systematic programme of contact with individuals who are at high risk of suicide and who refuse to remain in the healthcare system showed a signi®cant suicide preventive effect for 2 years [36] .
Investigating the different risk factors for suicide, a recent Danish study [37 . . ] found that almost 50% of suicide victims had been or currently were psychiatric inpatients, and this was the strongest risk factor for suicide. Unemployment, low income and being single were also signi®cantly associated with suicide risk. However, as in the case of other studies [14] , the effect of these socioeconomic factors decreased substantially after adjustment for history of mental illness.
Strategies for suicide prevention
The above-mentioned ®ndings, taken together with the fact that early recognition and adequate treatment of mental disorders markedly reduces the suicide morbidity and mortality rates among depressed and schizophrenic patients [1 . . ,8 . . ,10,38,39 . . ,40 . ,41 . . ,42], clearly show that regardless of several unfavourable socioeconomic factors (affecting different populations and nations in different ways), psychiatrists and other healthcare workers play a priority role in suicide prevention, and they should focus primarily (but not exclusively) on the diagnosis and treatment of mental disorders. This would also be an ideal target, even if the fact of suicide were unknown. However, because healthcare workers can help only those individuals who contact them, public education on the symptoms, dangers and treatable nature of mental disorders and psychological crises is also very important [1 . . ,8 . . ,10].
As suicide is a multicausal phenomenon, its prevention should also be complex, and it is not only the healthcare system that is responsible for it (Table 3 ).
There are two main strategies that can be implemented in the prevention of the suicide of psychiatric patients: (i) speci®c interventions targeted at high-risk groups (suicide attempters, individuals in acute suicide crisis) and (ii) global improvement of healthcare regarding the earlier recognition and better acute and long-term treatment of mental disorders. Both are equally important. The ®rst strategy can result in short-term success, whereas the second is effective only in a longer period of time. 
]
found that a ®vefold increase in the use of antidepressants was followed by a 25% decrease in the Swedish suicide rate, whereas unemployment and alcohol consumption did not correlate well with suicide rates. Moreover, he also demonstrated a signi®cant inverse correlation between the use of antidepressants and suicide rates in Denmark, Finland and Norway during the 1990±1996 period. The main conclusion of Isacsson [3
. . ] was that, although his naturalistic study is not conclusive, the markedly increased use of antidepressants might be one of the contributing factors to the decrease in suicide rates. Very similar results were published from Hungary regarding the period of 1984± 1998 [5] . Rutz et al. [38] demonstrated that after an intensive postgraduate training programme on the Swedish island of Gotland for GPs on the diagnosis and treatment of depression, the suicide rate and the rate of hospital admissions because of depression had dropped signi®-cantly during the following 3 years. The rate of depressive suicides among all suicides decreased signi®cantly after the training programme, indicating that the decline in suicide rate after the education of GPs resulted directly from a robust decrease in depressive suicides, and also suggesting that this result might not be caused by random¯uctuation [21] . The decrease in depressive suicides after the training had almost totally been the result of a decrease in female depressive suicides, whereas male suicidality was almost unchanged [38, 39 . . ]. These suggest that suicide prevention could be further improved by diagnosing better and treating more effectively male depression, which can be characterized by a lack of help-seeking behaviour or by non-compliance and that is often masked with impulsive, aggressive or abusive behaviour [24, 38, 39 . . ].
It is, however, not only healthcare workers who are responsible for suicide prevention. Community/political leaders, teachers, religious leaders, civil organizations as well as media personalities also have some kind of competence and responsibility in this respect (Table 3) . To improve the well-being of individuals in general, to reduce domestic and car-exhaust gas toxicity, to introduce stricter laws on gun control, and more restrictive alcohol and drug policies, which have also been demonstrated to reduce suicide mortality rates [1 . . ,6 . ,8 . . ,10,41
. . ], these already exceed the limits of the healthcare system and are rather the leaders' responsibility at any level of our population. We are, of course, unable to prevent all suicides. Nevertheless, our present theoretical knowledge and the available treatment strategies (Table 3) 
Conclusion
Suicide is a rare event in the community, but it is quite common among psychiatric patients who are in contact with the healthcare system. Its prediction is very dif®cult at the level of the general population, but it is much easier among patients with certain mental illnesses, because most individuals who kill themselves have diagnosable and treatable psychiatric disorders. The importance of healthcare in suicide prevention is highlighted by the fact that the majority of suicide victims contact different levels of the healthcare system a few days, weeks or months before their deaths, but their psychiatric illness is grossly undertreated. As for suicide prevention, the main target should not only be individuals who are acutely suicidal, but all depressive (and other psychiatric) patients. Their treatment should start as early as possible in order to prevent the progression of the illness and the development of suicidal ideas and behaviour.
There is currently a big gap between our voluminous theoretical knowledge about suicide and the implementation of this knowledge in everyday clinical practice. Further research should focus more intensively on the education of healthcare workers and other responsible individuals about the symptoms, dangers and treatment of mental disorders, as well as on the preventable nature of suicide.
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